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THE term “‘‘ tuberous (or tuberose) sclerosis ’’ is applied to a complex 
clinical picture, in which retarded mental development (often in com- 
pany with a primitive type of schizophrenic psychosis—) is combined 
with epileptiform seizures and adenoma sebaceum of the face ; 
associated with these are “‘ tuberous ’”’ sclerotic areas of the brain, 
and sometimes tumours of the liver, kidneys, heart, gastro-intestinal 
tract and retina. 

The clinical conception has been of gradual development. 

v. Recklinghausen (1863) examining the body of a newly born 
child found a large number of sclerotic areas in the brain and 
several myomata growing from the heart muscle. Bourneville 
(1880) described similar sclerosed areas of brain in, an epileptic 
idiot and gave them the name of tuberous sclerosis, because of their 
resemblance to pieces of potato. His patient had ‘“‘ acné rosacée et 
pustuleuse ” of the face. The skin condition known as sebaceous 
adenoma was first described by Balzer (1885-6). 

Pringle (1890) gave an excellent description of adenoma sebaceum, 
and it is interesting that his patient was described as: undersized 
with “intelligence decidedly below par.” . . . “ Neither the patient 
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nor her mother who accompanied her was particularly bright 
intellectually.” He quoted a case seen by his friend Dr. Hallopeau, 
in which there were “limited intelligence and mobile temper.” 
Sherlock (1911) noted the connection of tuberous sclerosis with 
adenoma sebaceum, fits, and feeble-mindedness. He applied the 
name “ epiloia,” which he thought a suitable name, as “it is short, 
unmeaning, distinctive, and capable of forming an adjective.” 

It has been observed that the mental state is usually a primitive 
catatonic schizophrenia. 

According to Critchley and Earl (1932) tuberous sclerosis is 
heredofamilial and commoner among the ‘lower classes.” There 
is usually a bad family history, the patients’ relatives often having 
suffered from psychopathic states if not from symptoms definitely 
attributable to tuberous sclerosis. The fits may be “ grand mal,” 
‘‘ petit mal,” or “‘ Jacksonian.” The patients are undersized, often 
with misshapen or protruding ears. Their hands may be simian in 
type with incurved little fingers. Catatonia is often found. A 
peculiar restlessness is common, sometimes with amazingly com- 
plicated repetitive hand movements. In addition to the adenoma 
sebaceum of the face with its thinning of the dermis and overgrowth 
of the sebaceous glands, there may be bronzing, café au lait patches 
or neuro-fibromata of the skin. Hall (1940) reports a case 
associated with a possible neurofibromatous bony lesion and another 
with rheostosis. 

Critchley and Earl (1932) state that most of these patients die in 
the second decade of life from pulmonary disease, status epilepticus, 
or cachexia. Two cases have, however, been reported in which the 
patients were aged 47 years (Lind, 1924) and 75 years (cited 
Wilson 1940) respectively. 

The small sclerotic masses in the brain, the potato-like consis- 
tence of which gave rise to the term “tuberous” are usually of a 
size intermediate between that of a small pea and that of a broad 
bean. They are of the colour of brain tissue and are consequently 
more easily recognised by touch than by sight. Most commonly 
they are situated in the cortex, but they occur also in the white 
matter, and not infrequently protrude into the ventricles, where a 
group of them may produce the appearance which Lind called 
“candle guttering.” Histologically they show giant cells of a 
primitive type similar to undifferentiated neuroblasts, and an over- 
growth of glial elements. Changes, similar in type, but milder in 
degree, are found in the intervening brain tissue where no sclerosis 
is recognisable. In rare cases larger intracranial masses are found, 
and there may be signs of raised intracranial pressure. Critchley 
and Earl (1932) described a case in which papilloedema was 
observed during life and at the post-mortem examination a 
gliomatous tumour the size of a walnut was found in the posterior 
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part of the third ventricle. Koch and Walsh (1939) mentioned 
that their patient had pallor of the optic discs characteristic of 
receding papilloedema, and X-ray examination of the skull showed 
signs of increased intracranial pressure with erosion of the sella 
turcica, tuberculum sellae and sphenoid. 

The tumours of the heart are usually rhabdo:myomata. Although 
large kidney tumours of the Grawitz type have been noted, renal 
neoplasms are more often fibromata or adenomata arising from 
undifferentiated elements of the Wolffian ridge. Most authors state 
that the tumours of the liver are mixed tumours. The rare 
tumours of the gastro-intestinal tract are myomata. 

From the ophthalmic point of view the main interest of tuberous 
sclerosis lies in the occasional presence of tumours in the ocular 
fundus which van der Hoeve (1920) first described and named 
“phakomata”’ (from the Greek=lentil and hence mole). He des- 
cribed, with illustrations, a cystic degenerating tumour of the optic 
disc ; the cysts appeared and disappeared under observation, and van 
der Hoeve was later (1923) of the opinion that masses seen elsewhere 
in the fundus had seeded from the primary lesion. In succeeding 
papers he described further cases of retinal phakomata, but in none of 
them were tumours present on the optic disc. Recently Koch and 
Walsh (1939) have collected accounts of 24 cases of phakomata 
recorded in the literature in addition to van der Hoeve’s cases, and in 
six or seven of these there were tumours on or partly overlying the 
disc. In many of the recorded cases the tumours had an appearance 
similar to that described by v. Herrenschwand (1929) as—‘“‘a 
mulberry composed of glittering white nodules”; in other cases 
the masses were described as resembling raised white plaques in 
the retina. 

Messinger and Clarke (1937) found six recorded histological 
examinations of phakomata. There were two such records of 
phakomata of the optic disc, viz., the cases of van der Hoeve (1923): 
and Messinger and Clarke (1937) and tumours of the retina had 
been sectioned by van der Hoeve (1932), Schob (1925), Feriz (1930), 
Kuchenmeister (1934). 

Van der Hoeve (1923) described a tumour of the disc consisting 
of nerve fibres and a peculiar type of cell. The fibres came from 
the nerve fibre layer of the retina and broke t.. »ugh holes in the 
membrana limitans interna. The cells were probably descendants 
of the first anlage of the retina. 

Messinger and Clarke (1937) submitted a section to Miss Ida 
Mann for her opinion. She thought their disc tumour showed cells 
which were probably glial in origin, and considered that the cells 
had been derived from glial ceils of the inner neuroblastic layer 
during the second stage of retinal differentiation which takes place 
from the sixth week to the third month of intra-uterine development. 
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Messinger and Clarke themselves considered phakomata as 
hamartomata. 

Glial fibres were present in the cases of Schob (1925), Feriz 
(1930), and Kuch nmeister (1934). 

Brain and Greenfield (1937) described and illustrated the 
histological appearances of a case of retinal phakomata. It was a 
“lenticular nodule of cellular or loosely areolar neuroglial tissue, 
lying in the innermost layer of the retina and bulging the internal 
limiting membrane.” Large rounded cells with clear cytoplasm and 
eccentric nucleus were found, similar to those occurring in the 
nodules in the basal ganglia. According to these authors calcified 
spherules are sometimes seen in the centre of a phakomatous nodule. 

The following clinical observation seems worth recording because 
of the general interest of the disease, the rarity of phakomata on 
the optic disc, and the problems to which the case gives rise. 

E.S., a male, aged 34 years, was admitted to Whipps Cross 
Hospital on November 10, 1939 and remained there till February 


Fic. 1. 


Note the worried expression and the adenoma sebaceum of the face. 
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8, 1940. For several years before his admission he had been an 
inmate of an epileptic colony. It was known that he had been 
mentally deficient and subject to fits since early childhood, and 
much of his life had been passed in homes for the mentally defective. 
He was sent to the Hospital be: ause of failing vision, as it had been 
noticed at the Colony that he walked into doors and tables and 
similar large objects, and apparently did not see them. Because of 
the patient’s mental state it was impossible to obtain any coherent 
history from him and he made no complaint of his blindness. 

He was first seen by one of us (J.P.M.) on November 25, 1939. 
The only abnormalities found on examination either then or later 
were concerned with :— 

His skin, especially on the face (see Figs. 1 and 2.) 
His mental state. 


His eyes. 


His cerebro-spinal fluid. 
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1. Over the whole of the face, except the forehead, there was 
typical adenoma sebaceum with its numerous little rounded, bead- 
like swellings. On the forehead there was a large nodule and at 
the back of the neck and spreading on to the shoulders there were 
little rounded tags of skin resembling minute neuro-fibromata. A 
more typical pedunculated neuro-fibroma was: present over each 
scapula and scattered over the trunk there were a number of sessile 
‘* moles.” 

2. The mental state had features suggestive of early mental 
defect, and others strongly suggestive of dementia praecox. The 
patient did not know his age, date of birth, or how long he had 
been in hospital; he did not know ordinary coins; he could not add 
simple figures correctly, but he could multiply a little, having 
evidently learnt simple multiplication tables by heart at one time. 
His emotional state as a rule was one of indifference, though 
towards the end of his stay in hospital he had one short outburst of 
“‘spitefulness” in which he tried to bite the hand of the ward sister, 
and on other occasions he interrupted conversation with querulous 
demands for food. Apart from this he scarcely ever spoke sponta- 
neously. He answered questions after a long latent period slowly, 
and in a voice devoid of animation. He had the worried look of 
the schizophrenic (Figs. 1 and 2), but he showed no stereotyped 
movements. Catatonia was well marked; he held his hands in 
any bizarre position in which they might be placed. To his loss of 
sight he seemed to be remarkably indifferent. He was unable to 
co-operate except in the simplest acts of the examination and study 
of the ocular fundi was greatly impeded by his inability to maintain 
his attention. 

3. On ophthalmic examination, ocular movements were found 
to be normal. The eyes had perception of light, though it was 
difficult to discover from the patient any further details of his 
vision. The ward sister did not think he had any useful vision. 
His pupils did not react to light. 

The right disc (Fig. 3) showed general greyish pallor, blurred 
margins, and swelling of 1.D. The vessels near the disc showed 
white lines along their margins. Outside the disc were several 
white striae as if residual from oedema. Near the right macula 
was a greyish mottled swelling, about half a disc diameter across, 
and about 4D. raised from the surrounding retina. Far out, near 
the upper temporal vessels could be seen two superficial spots of 
black pigment. Near the inferior temporal vessels was a small 
raised white patch in the retina (about 1D. swelling). The outlines 
were indefinite. Below the disc was a similar white patch. Two 
smaller white masses could be seen in the extreme nasal periphery. 

The left fundus (Plate) showed the disc swollen about 2D. but 
less pale in colour than the right disc. The margins were blurred. 











Illustrating the changes in the left fundus 
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Fic. 3. 


There were white lines along the retinal vessels near the disc. On 
the disc and situated towards its upper nasal aspect there was a 
small glistening tumour, more or less globular in shape and slightly 
pedunculated, 4 to $ of the disc breadth in diameter, glistening 
white in colour with a “mulberry” surface, as if composed of 
numerous minute cysts. 

In the retina, up along the nasal vessels, about the diameter 
of a disc from the edge of the papilla, there could be seen another 
white swelling (Plate) ; this was elongated in shape, being about two 
disc diameters in length and one in breadth; its surface was smooth 
and raised about 3 D. above the surrounding retina. Peripheral to 
this tumour, about three disc diameters away, was a small patch of 
choroidal atrophy. 

(4) The cerebro-spinal fluid pressure measured at lumbar punc- 
ture with the patient horizontal was 80 mm. fluid. This is lower 
than the normal reading, which is about 120 mm. fluid. The fluid 
had a greatly increased protein content-—viz. : 240 mgms. per cent. 
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instead of the normal 20-40 mgms. The increase included a 
“considerable excess” of globulin. The amounts of chloride and 
sugar were normal, and there were two lymphocytes per cubic mm. 


Comment 


Comment here may be limited to the ophthalmic features of the 
case. There is no doubt that the case is one of tuberous sclerosis, 
and we consider that the globular tumour on the left disc, and the 
large left retinal tumour are phakomata. In our opinion the smaller 
white swellings in the right fundus are also probably phakomata. 

The loss of vision was almost certainly associated less with the 
phakomata than with the changes in the discs themselves. It is not 
proven that these were the result of papilloedema résulting from 
raised intracranial pressure, because the pressure when measured 
was in fact below normal and the patient showed no other signs or 
symptoms of cerebral tumour. We cannot, however, entirely 
exclude the possibility of a tumour with occasional rises of intra- 
cranial pressure. The increase of protein in the cerebro-spinal fluid 
is somewhat in favour of the presence of a tumour, but may equally 
well be accounted for by the tuberous sclerosis itself. Very few 
examinations of the C.S.F. in uncomplicated cases of tuberous 
sclerosis are on record. 

We have to consider also the possibility that the changes in the 
discs are due to local causes. Thev may be those of tuberous 
sclerosis of the nerve heads. It is, however, unlikely that all the 
abnormal appearances are direct manifestations of this. The 
phakoma of the left disc is presumably the manifestation of 
tuberous sclerosis of the nerve head, and for the other changes, 
which are very different, some other explanation must be sought. 
An alternative is that tuberous sclerosis of, or near the nerve heads 
has interfered with the venous return from the discs and given rise 
to an associated papilloedema, and that the present appearances and 
the patient’s loss of vision are due to a combination of sclerosis and 
post-neuritic atrophy. If this is so, it is not likely that the changes 
have occurred quite simultaneously in the two eyes. Because of the 
patient’s defective mentality a loss of vision in one eye would have 
passed unnoticed to those in charge of him, and the appearances of 
the discs suggest that the changes in the right eye are older than 
those in the left. 

It is not likely that these problems can be decided until patho- 
logical examination is possible. 


We wish to thank Messrs. C. J. C. Earl, A. D. Griffith, W. E. 
Joseph, R. Lindsay Rea and A. Sorsby for help and assistance of 
various kinds; and Mr. O. R. M. Kelly, the medical superintendent 
of Whipps Cross Hospital for permission to describe the case. 
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The blocks of the colour illustration have kindly been lent by 
Messrs. Wm. Heinemann, at the request of Mr. R. Lindsay Rea, in 
the second edition of whose ‘‘ Neuro-ophthalmology” the picture 
has recently been published. 5 
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EPIDEMIC SUPERFICIAL PUNCTATE KERATITIS 
IN MALAYA 
An account based on observations of Superficial Punctate 


Keratitis which occurred in Selangor, one of the 
Federated Malay States, from 1935-38 


BY 





A. VISWALINGAM 


SELANGOR, KUALA LUMPUR, FEDERATED MALAY STATES 


SUPERFICIAL punctate keratitis was not recognised in this country 
prior to 1934, during which year the writer met with two cases, 
one in a European female, and the other in a Tamil labourer. In 
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the last quarter of 1935, however, a considerable number of cases 
occurred chiefly amongst school children; but, in the beginning 
of 1936 the disease broke out in epidemic form and continued 
throughout the years 1936, 1937 and 1938. It is still to be seen 
in considerable numbers to this day. 

Superficial punctate keratitis was first described by Fuchs in 
L889. Herbert of Bombay reported the occurrence of a fair number 
of cases during the winter of 1900-1901. In 1920 Kirkpatrick 
reported an epidemic in Madras of what he described as macular 
keratitis, which has been recognised since as superficial punctate 
keratitis. Again, in May 1928 superficial punctate keratitis 
appeared in epidemic form in Madras and lasted for two years. 
A detailed account of this was given by Wright in 1930. Kirwan 
in Calcutta also reported on an epidemic which occurred during 
1931 and 1982. 

The present paper is based on observations of 3,521 cases which 
occurred in epidemic form from 1935 to 19388 in Kuala Lumpur. 


Clinical Features 


Superficial punctate keratitis, so-called for want of a more 
appropriate name, is an ocular disease whose chief characteristic 
is an acute inflammation of the conjunctiva starting in the region 
of the outer canthus, succeeded by a sensation as if there were a 
foreign body under the lids. The onset appears to be sudden, 
varying from a few hours to one or two days. The premonitory 
symptoms seem to be some discomfort, or pain, about the region 
of the temple adjoining the outer canthus of the eye. This pain 
spreads to the skin over the lids and is accompanied by lacri- 
mation. Within a few hours the eye becomes irritable, and the 
patient probably rubs it; very soon the eye presents the picture 
of an acute conjunctivitis. Invariably one eye is affected first; 
this may be followed in a day or two by similar symptoms in the 
other eye. The clinical features are very characteristic. There is 
photophobia and lacrimation, the lids are swollen, particularly in 
the outer thirds in the early stages, the swelling is more marked 
in the upper lid and less so in the lower; but the latter presents 
a baggy appearance as though there were lymph stasis in the 
subcutaneous tissues of the lid (Plate I). In severe cases the face 
on the affected side appeared as though the patient was stung by 
a wasp—the swelling of the skin presented such an appearance 
(Fig. 1). The conjunctiva of the lids and particularly the conjunc- 
tiva over the globe between the cornea and outer angle is in- 
flamed, followed by chemosis which is severe about the lateral 
aspect of the cornea and may spread round and involve the entire 
bulbar conjunctiva (Plate I). In a few instances the palpebral 
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PLATE I. Clinical appearance. 


In A and B, the left eye was first affected, note the swelling of the upper 
lid and the baggy appearance of the lower. Also the chemosis of the 
bulbar conjunctiva along the palpebral fissure, specially in C where the 
right eye was primarily affected. Inall, A, B and C, it will be seen, the 
eye secondarily affected shows the above signs less prominently. 
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conjunctiva of the upper lid corresponding to the area of the 
lacrymal gland showed prominent granulations. In severe cases 
the whole of the palpebral conjunctiva presents a granular appear- 
ance. Frequently, adjoining the outer limbus one or two areas of 
punctate haemorrhages may be seen, giving one the impression 
that the eye has been stung by some insect. The chemosis of the 
conjunctiva may be so great as to form a mound 3-5 mm. high 
along the limbus and engulf, as it were, the cornea (Fig. 2). Along 
the limbus in severe cases elevations may appear resembling a 
phlyctenule (Fig. la). 

In the great majority of the cases there is hardly any mucoid or 
purulent discharge; but in some instances the patients say that 
the lids are stuck together on waking in the morning, and in such 
cases creamy coloured flakes of mucus may be seen along the iid 
margin. The skin over the temple and face feels warm, and almost 
invariably the pre-auricular lymph gland becomes swollen and 
tender very soon after the onset of the conjunctival disturbance. 
Occasionally the sub-maxillary and very rarely the cervical glands 
may become involved. The enlargement of the lymph glands is 
considerable and they may attain the size of a coffee bean. Their 
subsidence follows the abatement of the conjunctival disturbance. 





Fiac. 1. Fic. la. 
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The corneal surface, in cases where there is severe conjunctival 
inflammation, presents a dulled appearance which may go on to 
distinct haziness, and may be followed in many cases by spots of 
keratitis varying greatly in size and distribution. In mild cases 
the cornea does not get involved in any way and sight is not inter- 
fered with. But in others almost from the commencement there 
is some dimness of vision. In such cases there is perhaps what 
may be described as cloudiness of the corneal epithelium, which 
is later followed by superficial punctate keratitis, each spot varying 
in size from a pin point to circular areas varying from 3-5 mm. 
These are generally very superficial, but in very severe cases may 
extend to the substantia propria and even to Descemet’s membrane 
and the uvea. The distribution of the spots is erratic. In some 
cases the cornea is uniformly studded with these spots, which 
literally cover the whole corneal surface (Plate II); in others a 
few scattered spots appear on the cornea close to the limbus in 
any of its quadrants; more frequently, they may appear only in 
the centre, while the periphery is free. The spots, which are often 
discrete at first, may coalesce and develop into large nebulae. They 
are greyish in colour and are often visible to the naked eye. In 
only a few cases in my series was there noted any erosion or raising 
of the epithelium. The corneal affection is not prominent except 
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in severe cases and then not until some time after the conjunctival 
inflammation has started. The extent and severity of the corneal 


affection would seem to depend on the severity or otherwise of 
the conjunctival inflammation. 





PvaTE II. 


A, B, C and D depict how the punctate spots on cornea vary in size, 
distribution and depth. In all these the left eye was primarily affected. 


The ocular condition does not seem to affect the general con- 
stitution of the patient in any way although some patients reported 
they felt as though they had a slight afternoon temperature (99-6° 
F.) at the onset. In the case of a few infants and children a definite 
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rise of temperature from 100°-101° F. was recorded. In some 
instances there appeared to be what may be described as a mild 
nasal coryza which may be the result of excessive lacrimation or 
the result of an associated catarrh of the respiratory tract. There 
is, of course, the discomfort and disability, which are considerable. 
The inflammatory mischief in the eye may subside in mild cases 
within a week or ten days; but in severe cases it may last from 
2-12 weeks. The corneal affection, when it does occur, takes even 
longer, and may last several weeks, causing considerable diminu- 
tion of vision. A few of my patients who were involved in the 
early stages of the epidemic in 1935 were seen to have the spots 
on the cornea during the Spring of 1937. Apart from this the 
individual does not appear to suffer any other disability. 


Differential Diagnosis 


It is important to differentiate superficial punctate keratitis from 
simple conjunctivitis. In the beginning, when there is no corneal 
lesion a negative smear and a palpable tender pre-auricular gland 
and the characteristic appearance of the eye may be presumptive 
evidence of superficial punctate keratitis. 

Herpes febrilis is another condition to be differentiated from 
superficial punctate keratitis. In herpes febrilis blisters may occur 
on the cornea. Associated with this there are often inflammatory 
signs in the alimentary or respiratory tract. But in the course of 
this epidemic we have had no single case of vesiculation or blister 
on the cornea, which appear to have been not infrequent in the 
Calcutta epidemic reported by Kirwan. 


Treatment 


The disease when seen early, easily responded to treatment by 
ordinary hygienic and curative measures. Hot fomentations, warm 
boric or saline irrigation, argyrol or protargol in the form of drops 
followed by the application of weak yellow oxide of mercury oint- 
ment or borovaseline with a pad or a shield over the eye generally 
suffices in dealing with most cases; but in cases seen late with 
complications, treatment must be directed towards the relief of 
the particular complication concerned. In all cases which show 
the slightest corneal irritation as evidenced by photophobia, 
lacrymation, and spasm of the lids, and, of course, in cases which 
show added signs of iritis, which is infrequent, it is well to insert 
some } per cent. atropine ointment preceded by either hot or cold 
compresses as may appear to be indicated. Later, in dealing with 
the spots a 5 per cent. dionin ointment is an invaluable aid in 


clearing the corneal scars. 
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NATIONALITY AND SEX 


TABLE II 





Nationalities 








Sex 
‘European| Eurasian Chinese | Indian | Malay | Others, Total 
ere tan gd ee 1265 | 560 | 480 | Il | 2366 
| | } } | 
Females _... Bie le ae 881 | 135 | 110 Zs SES 
| | | | 
Shes ol ee de 2146 = 695 | «590, «183521 
AGE INCIDENCE 
TABLE III 
months years 


| 
0-12 1-5) 5-10 | 10-20) 20-30 30-40 40-50 50-60 | 60-70 70-80) Total 








Total 76 325| 499 | 890 | 872 | 518 | 218 | 92 | 26 bee fee b 79 


Aetiology 


As to aetiology there is little to be said, as this is obscure. None. 
of the smears examined by us from 355 fresh cases revealed any 
micro-organisms. Later, we sought the assistance of Dr. Green, 
the Bacteriologist of the Institute for Medical Research, who very 
kindly undertook bacteriological investigation. The results were 
negative. We attempted to transfer the disease from fresh cases 
to the conjunctiva of eyes that were healthy except for blindness 
from optic atrophy. Of the six patients who submitted to this 
experiment, four developed the typical signs of moderately severe 
conjunctivitis with chemosis and enlargement of the pre-auricular 
gland and swelling and puffiness of the eyelids within 12 to 36 
hours. All the symptoms cleared within 6 to 8 days, the remaining 
two showed signs of a slight conjunctival irritation which subsided 
in 24 to 36 hours. We also tried to transfer the disease from two 
of the four successful cases to two others who developed. conjunc- 
tivitis of a mild degree which cleared up without any treatment in 
a day or two. In only one of the four successful cases was the 
cornea involved. This patient showed numerous punctate spots 
reaching to Bowman’s membrane. This disease appears to be 
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infectious and contagious. Whole families consisting of many 
members were affected one after the other. In a middle class 
European family, a daughter aged 14 developed the disease first 
in one eye and then in the other. During her convalescence, the 
mother developed it likewise, followed by the father, who also had 
one eye affected first followed by the other. In the case of the 
mother and daughter the cornea was not involved although the 
conjunctival inflammation was fairly severe and took 3-4 weeks to 
subside. But in the case of the father in whom the inflammation 
of the conjunctiva was very severe, the cornea in both eyes showed 
the typical punctate keratitis, which was uniformly distributed 
throughout the corneal surface. This patient was under treatment 
for about 3 months, when, at the end of this period he went on 
furlough to Europe, he still had some conjunctivitis ; and the spots 
of keratitis, though they had disappeared in great numbers, still 
appeared as though it would be some time before they finally 
cleared up. 

Superficial punctate keratitis is not confined to any particular 
race, class or age of the people of the community. It is not con- 
fined to any particular region of the country. All races and all 
classes of the people were equaily affected. My youngest patient 
was an infant 10 days old—and the oldest was a man of 80 years 
of age. More than fifty per cent. of the cases occurred in those 
between 10 and 30 years of age. Patients came from all over 
Malaya. In many instances patients came in, long after they had 
had the ‘‘ sore eye,’’ for disturbance of vision caused by central 
punctate and macular keratitis. They seldom connected the ‘‘ sore 
eye ’’ with the disturbance of vision which followed. 

Fuchs considered superficial punctate keratitis to be due to a 
form of chill which occurred during winter. 

Herbert, of Bombay, thought it was due to some capsulated 
bacillus. 

Kirkpatrick conjectured that the disease was parasitic or 
nutritional. 

Wright described some inclusion bodies and thought the 
affection belonged to the herpetic group and was caused by a filter 
passing virus. 

Kirwan found no inclusion bodies. He thought an exogenous 
toxin travelled along the nerve and caused the corneal trouble. 

From our observations of the cases met with in this country we 
are led to believe that. superficial punctate keratitis is caused by 
an exogenous infection. In the face of bacteriological negative 
findings the infecting agent is probably a virus. The intense local 
irritation, causing severe inflammation, serous and lymph stasis, 
and involvement of the lymph glands; the seat of the trouble 
almost invariably being located in that portion of the eye that is 
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most exposed, 7.¢., the outer canthus; and the brunt of the inflam- 
mation being found along the outer palpebral fissure; the invari- 
able involvement of one eye at first, are features that would appear 
to indicate that the infection is local and that it finds entry into the 
system by way of the conjunctiva or the muco-cutaneous junction 
along the palpebral fissure at the outer canthus. I venture to think 
that rubbing the corner of the eyes either by the bare fingers or 
by articles of toilet has something to do with the entry of the virus 
into the conjunctiva. The signs, and symptoms would appear to 
indicate that we are probably dealing with a virus of considerable 
toxicity. 


Conclusion 


In conclusion it might be useful to add that the designation 
** superficial punctate keratitis’’ or ‘‘ keratitis diversiformis et 
uveitis anterior’? would appear to be inappropriate as these do 
not define the primary condition, but serve to indicate its com- 
plication only. Our experience would seem to show that it is 
primarily a disease of the conjunctiva caused by an exogenous 
infection which according to its severity spreads to the lymphatic 
glands in one direction, and, in the other direction, to the adjacent 
tissues of the conjunctiva, involving the cornea and uvea, causing 
superficial or deep complications according to the depth to which 
the infection has travelled. 


‘* © Acute kerato-conjunctivitis of undefined origin ’ occasionally 
becoming epidemic ’’ would seem more aptly to describe this 
clinical condition. 


Special Features 


It is useful to record some of the special features of this affection 
which was recognised for the first time in this country in sporadic 
form in 1934 and assumed epidemic form in 1935-1938. 

1. Onset fairly sudden sometimes a matter of a few hours. 

2. Invariably one eye is affected at first; the left eye in 962 
cases and the right in 853 cases were affected. 

3. Cold weather and baths in pools appeared to bring about 
the onset and aggravate the symptoms. 

4. The reaction in some individuals is so severe as to give one 
the impression that a violent irritant was injected into the con- 
junctiva and subcutaneous tissues of the orbital and peri-orbital 
areas. 

5. The virulence of the reaction was often severe in the eye 
affected first, but occasionally worse in the fellow eye. 

6. The susceptibility to infection is great in eyes that were 
convalescing after trauma, either surgical or otherwise. There 
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were also a few cases in which a patient having treatment for 
chronic trachoma (stage iii) developed this affection, which cleared 
up quickly without affecting the course of the trachomatous con- 
dition in any way. 

7. Invariably the seat of trouble was the muco-cutaneous junc- 
tion along the margin of the lids, or the bulbar conjunctiva 
adjoining the outer canthus along the palpebral fissure. 

I am indebted to the Adviser, Medical Services, Malay States, 
for permission to publish this paper. 
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INFECTION OF SPHENOIDAL SINUSES WITH 
SECONDARY AFFECTION OF THE EYES* 
Causing in one detachment of the retinae in 
both eyes, and in the other acute 
optic neuritis of one eye 


BY 


E. W. ARNDT 


PERTH, WESTERN AUSTRALIA 
(LATE SURGEON-IN-CHARGE, VICTORIA MEMORIAL 
EYE IIOSPITAL, COLOMBO) 


Case 1.—Mrs. C., aged 32 years. Wife of a doctor, first seen 
about June 22, 1937, complaining of a severe pain behind the right 
eye and across the forehead, and diffuse redness and swelling of 
the face. She had had the previous week a mild attack of cold, 
cough and fever, possibly influenza, which was treated with 
‘‘thome’’ remedies. She said she had been subject to ‘‘ hay fever,”’ 
i.e., rather long bouts of sneezing on waking in the mornings 
and occasionally at odd times in the day, for some years. 

PERSONAL History.—No illness of any note. Had three child- 
ren, eldest about six years old. All healthy. 

FAMILY History.—Negative. 

The eyes appeared normal, movements good. T.n. Fundi 
normal. Tenderness on pressure over the right eye. 

She was given sod. salicyl. and ordered fomentations. The 
patient was seen two days later and her sight was much diminished 
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and she was in much pain. On this occasion the condition of the 
eye was much the same, but vision was reduced to about 3/60 for 
each eye. T.n. R. and L. Fundi appeared normal. Fields not 
tested owing to the pain the patient had. Tenderness was present 
on backward pressure on the eye, on both sides. 

A diagnosis of retrobulbar neuritis was made and the patient 
admitted to hospital. Within a few days sight had diminished to 
H.M., R. and L., but slowly improved to 6/18 R. and L. after 
about 8 days in hospital. Treated with sod. salicyl. in large doses 
and fomentations. 

Meanwhile the usual examinations of blood, sputum, and urine, 
were carried out with negative results. 

After a few days in this state, sight began to fail again. At this 
stage a report by an ear, nose and throat surgeon was that all 
sinuses were clear. X-Ray examination appeared to confirm this. 

On lumbar puncture the fluid was found to be at normal pressure, 
and the examination of the fluid gave negative results for Wasser- 
mann and Kahn tests, and there was no change in contents. 

At a second examination a few days later the sphenoidal sinuses 
were reported to be infected and an operation recommended for 
this condition. The sight of the patient was at this time about 
2/60 R. and L. 

The patient was transferred to the General Hospital sinc the 
care of Dr. A. M. de Silva, Hon. Consulting Surgeon, Ear, Nose 
and Throat Department, who operated on her next morning, 
Friday, July 9. The left sphenoidal sinus was first dealt with 
under local anaesthesia. At the operation the mucous membrane 
of the sinus was found very congested and a bead of pus seen. The 
sinus was opened thoroughly and efficient drainage established. 

The patient kept well and comfortable that day and the next, 
and on the evening of the next day, i.e., Saturday, one short wave 
diathermy treatment was given her. 

I was unable to see the patient for two days, and on exam- 
ination found to my dismay extensive retinal detachments in the 
lower halves of both eyes. The detachments were tense and large, 
bulging up towards the pupil, extending from near the discs to 
beyond the range of vision by the direct method. The nasal con- 
dition was satisfactory—no pus was to be seen in the left sinus. 

The patient was ordered atropine and fomentations to the eyes 
and given sod. iodide internally. Absolute rest in the semi- 
recumbent position was ordered. 

On Thursday, July 15, as the eye condition had not got worse, 
and clearing of the right sphenoidal sinus was considered neces- 
sary, the patient was operated on again under local anaesthesia. 
The right sinus was seen to be very deeply congested—no pus was 
seen. The sinus was well opened and good drainage established. 
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That day no further complications occurred in the eyes. 

The same treatment as before was continued, the patient very 
rigidly kept in a semi-recumbent position. 

For various reasons, chief of which was lack of a suitable reliable 
machine for operating, it was decided to adopt conservative 
measures for so long as no further complications were noticed nor 
further diminution in sight. 

The patient continued in the same state for about a month and 
then it seemed that the detachments were beginning to lessen in 
size and prominence. At this stage diathermy was given to both 
eyes, in addition to the treatment already being carried out, and 
calcium intra-muscularly, from time to time. 

The patient made an uneventful recovery, both detachments 
were completely reposed leaving that part of the retinae which 
took part in the detachments looking like ‘‘ the shore at the ebb 
of the tide ’’—mottled and marked all over with pigment and spots 
of exudate. 


A 
hight Eye 


Mrs. C., November 8, 1937. 
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A 
Left Eye 
90 


270 
Mrs. C., November 8, 1937. 


The patient left hospital on November 5, 19387, and my notes 
on her condition at the time were: 

Fundi—discs yellowish-red with very indistinct edges, changes 
ali over, pigmentation in spots, points of exudate involving the 
maculae as well, no detachments to be seen. 

Vision— 
R. 6/60 with—1°0 D.sph. with-1°5 D.cyl.X 6/60 (vertical line 
135 at the T) 
L. 6/60 with —1°0 D.sph. with—1°5 D.cyl.\ 6/60. 
135 

Fields—much loss in the upper and inner fields (attached). 
Internal treatment was continued as before and rest as complete 
as possible ordered. 

The patient was seen from time to time and her sight was found 
to be gradually increasing, both in acuity and extent of fields. 

On April 9, 1938, unilateral headaches were again complained 
of—the fundi remained unaffected. A few spots of ‘‘ K.P.’’ were 
noticed in both eyes. 
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The sphenoidal sinuses were reported to be clear, but the tonsils 
were infected and removal of them was recommended. 

The tonsils were dissected out by Dr. A. M. de Silva on May 
13, 1938, and shortly after the eyes cleared up completely. Similar 
attacks continued from time to time, lessening each time. 

When last seen on April 26, 1939, the condition was very 
satisfactory. 

Vision-— 
R.— 2:0 D.sph. with— 1°5 D.cyl.y 6/12 (1) J.2, with difficulty. 
L.— 1.75 D.sph. with —1.5 D.cyl.) 6/6 (2) J.1. 

The fundi remained free of further trouble, but showed appear- 

ances very similar to those seen on November 5, 1937. 


Case 2.—Miss J. K., aged 28 years, a teacher, consulted me 
about June 9, 1939, complaining of blindness in her left eye of 
about four days’ duration. 

History.—Slight attack of ‘‘ cold’’ about a fortnight before, 
which the patient thought was influenzal. About a week after that 
noticed a blur before left eye which she tried to wipe off from time 
to time. As it was getting worse she saw her doctor who advised 
her to have a carious left upper central incisor removed, and treated 
her left eye. This was done but the condition continued to get 
worse, till on the day she saw me she said she was blind in that 
eye. 
PERSONAL HistoRy.—Quite good, no illness of note. Slight 
menstrual irregularity from time to time. Well developed and on 
the stout side. Active in habits. 

On EXAMINATION. — L.E. movements quite normal. Lids, 
conjunctiva, cornea, anterior chamber, normal, pupil somewhat 
dilated (No. 4) and absolutely inert to light and accommodation 
and no consensual reaction. Lens and vitreous clear. Disc very 
deeply congested, rest of fundus showed nothing abnormal, except 
that the veins were slightly full. 

Right eye quite normal. No tenderness in either eye on 
pressure. 

Vision-—R. 6/6. . 
L. not even p.l. T.n. R. and L. 

The left upper central incisor had been extracted and the wound 
was clean. 

The patient was admitted to hospital the same morning and 
given gutt. atrop. with fomentations, sod. salicyl. and iodides in 
large doses. 

Acetyl-choline injection daily and diathermy to her eye. 

On the third morning there was a glimmer of light noted in 
that eye. On the fourth morning the patient was just able to see 
fingers at 6 inches. During the four days she was in hospital, all 
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the usual blood, urine and X-Ray examinations were carried out, 
with negative results. The patient was very thoroughly examined 
for any general disease, particularly with reference to nervous or 
endocrinal origin, and nothing found. Finally, Dr. A. M. de 
Silva examined her sphenoidal sinuses and reported deep 
congestion, indicating infection, and advised early operation. 
She was transferred to the General Hospital and was operated on 
June 18, 1939, under local anaesthesia. 

She continued to remain under Dr. A. M. de Silva’s care while 
being treated for her nose condition, and at the same time was 
given diathermy to her eye, acetyl-choline from time to time, and 
later iodides. She left hospital on July 7, 1939, with the nose 
condition healed and her vision had returned to nearly normal. 

This patient was last seen by me on or about September 26, 
1939. Her condition then was: 

Vision— 

R. 6/6 J.1. Right fundus normal. 

L.6/6J.1. Left fundus, a slight paleness of disc—rest clear. 

T.n. R. and L. Pupil left eye normal. Field of left eye normal. 


Observations 


These two cases show interesting points : 

1. The infection of the sphenoidal sinuses appears to have 
resulted from a mild attack of influenza, not an unknown 
association. 

2. The infective processes of the sinuses did not disclose 
frankly purulent discharge—instead a very deep congestion in 
both cases, with a bead of pus showing on one side in the first 
case. This in itself is striking, showing the extent to which 
damage to the optic nerves could result without the presence of 
frank suppuration. 

3. Detachment of the retinae in septic cases is rare—in the 
case reported there is, however, the added factor of one ultra-short 
wave treatment which might have had a bad effect, or the shock 
following on operation, though one could scarcely see the con- 
nection in this last instance. At the time of the operation it was 
thought advisable to operate in stages as there was an idea that 
the operation might result in too severe a reaction. 


4. Complete reposition of the retinae without any surgical 
measures directed to the eyes, and in consequence good vision. 
The patient was extremely amenable and is happy in the result. 
I have in another connection (after cataract operation) mentioned 
complete rest in the semi-recumbent position in cases of detach- 
ments of the retinae, with very good results, and consider this 
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method should be given a thorough trial in those cases where no 
tear can be seen. It means a great deal of patience on the part 
of patient and medical man, but the satisfactory result more than 
compensates for this. 

5. It has been my experience in more than one case of inflam- 
mation of the optic nerve that where the cause of the trouble cannot 
be definitely traced and the condition does not respond to treat- 
ment, sufficient ‘‘ blood-letting’’ from a high operation in the 
nose often tends to bring about favourable results. 








ROBERT BRUDENELL CARTER 
BY 


R. R. JAMES 


WOODBRIDGE 


BRUDENELL CARTER occupied a position intermediate bétween the 
giant founders of modern ophthalmology, such as Bowman and the 
elder Critchett, and the more modern consolidators of our science, 
such as Nettleship and William Lang. He was born in the same 
year as Sir Jonathan Hutchinson. Bowman and Critchett were 
roughly 12 and 11 years his senior, while Nettleship was about 


17 years his junior. 

Carter was born on October 2, 1828. He came of a very old 
family, one branch of which was long settled at St. Columb Major, 
in Cornwall.!_ His own researches into his family history traced 
his descent from an Esquire of Higham, Beds. in the time of 
Edward the Fourth.2, Among his ancestors were some distinguished 
men and women. His great aunt was Elizabeth Carter, the poetess 
and translator of Epictetus whose “I canna be fashed ” evoked the 
scorn of Miss Matty Jenkyns, in Cranford. His grandfather was 
the Rev. Henry Carter, Rector of Little Wittenham, Berks. for 
more than half a century, and his paternal grandmother was 
descended from John Wallis, F.R.S., the astronomer and mathe- 
matician. Carter’s father was a Major in the Royal Marines. His 
mother died in giving birth to R. B. Carter and in consequence the 
father took little interest in the baby, who owed his christian 
names to the kindness of a friend of Major Carter, the then Earl 
of Cardigan. 

Carter was educated at private schools and began his professional 
education as an apprentice to a general practitioner. He subse- 
quently entered the London Hospital-as a student and qualified 
M.R.C.S. in 1851. In the following year he took the L.S.A., these 
two diplomas constituting at that time the usual double qualification. 




















R. BRUDENELL CARTER, 1828-1918. 





Block kindly lent by the American Medical Association. 
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In a letter to the Editor of the Lancet, which was epitomised in 
that Journal’s obituary notice of Carter, he wrote :— 

“As I could not afford the six years hospital practice as a student 
necessary for the F.R.C.S., I determined from the first to maintain 
my knowledge of anatomy and to keep fully abreast of surgery. 
The result was that as soon as I had completed the necessary 12 
years as a member, I was able to go up from my country practice 
for the Fellowship examination without either rest for study or 
coaching, and to pass.” 

As a matter of fact Carter was in general practice until he was 
40 years of age. He was for ever on the move. He started in 
Leytonstone and while there published his first book, ‘on the 
Pathology and Treatment of Hysteria” (1853). Soon after this he 
moved to Putney, whence was issued his work on “ The influence 
of Education and Training in preventing Diseases of the Nervous 
System ” (1855). 

About this time he went out to the Crimea as a Staff Surgeon in 
the Army. On his return he settled in Nottingham and took an 
active part in the establishment of the Eye Hospital there. In 
1862 he moved to Stroud, Gloucs., and was again prominent in the 
foundation of the Gloucester Eye Hospital. He became F.R.C.S. 
in 1864 and in 1868 he moved to London. He was elected a 
member of the Staff of the Royal South London Hospital (now the 
Royal Eye Hospital) in 1869 and in the following year was 
appointed Lecturer in ophthalmic surgery at St. George’s Hospital 
Medical School and Ophthalmic Surgeon to the Hospital. 

While serving in the Crimea, Carter became acquainted with 
W. H. Russell, the celebrated war correspondent of the Times, and 
on the advice of the latter he sent in a series of letters from the 
front which were published in the Times. These were so highly 
thought of that when, 14 years later, Carter decided to come to 
London, he applied to the Times for a post on the Staff, to which 
he was shortly after elected. He wrote leaders for the Times for 50 
years and wrote in a similar capacity for the Lancet for most of 
the same long period. 

He held the Crimean medal and was a Knight of Justice of the 
Order of St. John of Jerusalem. 

Carter’s place in ophthalmology falls naturally into two compart- 
ments, firstly the surgeon and secondly the author. 

As a surgeon he was probably one of the most accomplished men 
of his day. When the writer first joined the eye department at St. 
George’s Hospital, now more than 30 years ago, a few of Carter’s 
old patients were still attending with some regularity. He remem- 
bers a female whose face was heavily scarred as a result of lupus; 
her corneae were a mass of nebulae. Carter had performed an 
optical iridectomy on each eye with very good results, the patient 
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having something like 6/60 in each eye for distance with a myopic 
spherical glass, and useful near vision. 

Carter’s iris scissors are perhaps not well known to the younger 
members of the profession. They are a beautiful little instrument 
with very short blades and springy handles which interlock. This 
instrument was designed to be passed into the anterior chamber with 
closed blades through a corneal section, the blades being laid flat 
against the iris. When opened a small fold of iris protruded 
between them and was cut off with a single snip, leaving a small 
more or less circular hole to act as a new pupil. 

Carter had sole charge of the eye department at St. George’s 
until Adams Frost was elected Assistant Ophthalmic Surgeon in 
1881, and he continued a member of the Staff for another eleven 
years. He was also for some years Ophthalmic Surgeon to the 
National Hospital, Queen Square, and on retirement was made 
Consulting Ophthalmic Surgeon to both Institutions. 

In 1875 Carter brought out his ‘‘ Practical Treatise on Diseases 
of the Eye.” This is a book that well repays perusal even to-day. 
It consisted practically of the course of lectures which he delivered 
to the students of St. George’s Hospital. In the. history of the 
Hospital issued to commemorate its bi-centenary, Blomfield speaks 
of Carter’s lectures as follows:—‘ Listening to Carter’s lectures 
was like listening to a series of leading articles on the diseases of 
the eye. They were so perfectly composed and smoothly delivered 
that they might have been reproduced verbatim.” From the same 
source we learn that Carter used to perform the eye operations at 
St. George’s, dressed always in a frock coat and with a ring on one 
of his hands, which were unusually white. 

The Practical Treatise forms an octavo volume of 581 pages. 
There are four lithograph plates which were executed from drawings 
by Carter’s eldest son, but the number of illustrations in the text 
is only 91, and these are for the most part either reproductions of 
instruments, or simple diagrams such as would be sketched on a 
blackboard. 

Ophthalmic pathology 60 years ago was in its infancy and 
Carter was above all else a clinician, and so we find no pathological 
illustrations. The lay-out of the book is quite in the modern style. 
He deals with the diseases of the eye on an anatomical basis and 
furnishes chapters on the use and selection of spectacles, on the 
principles of ophthalmic surgery and therapeutics, on the ophthal- 
moscope and the examination of the eye. 

A few extracts from some of his chapters may be of interest. 
His chapter on the ophthalmoscope begins as follows :—‘“* For 
many years it was considered impossible to see into the interior of 
the eye; and the assumed impossibility long rested on the strange 
hypothesis that the pigment of the choroid absorbed all the light 
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which entered and suffered none to return. This hypothesis was 
disproved by the late Mr. Cumming, who, in 1846, when a student 
at the London Hospital, showed that, in certain positions of the 
observer and the person observed, a luminous reflex could be 
obtained. from the eye. Mr. Cumming’s premature death prevented 
him from pursuing his investigations ; but, about 1848, the late Mr. 
Charles Babbage took up the subject as a purely optical problem 
and constructed an ophthalmoscope which left little to be desired. 
He placed it in the hands of an English ophthalmic surgeon, who 
unfortunately alike for his own reputation and for the scientific 
credit of his country, did not perceive the practical value of the 
means of research thus given to him.” 

The English ophthalmic surgeon referred to in this paragraph 
was, of course, Wharton Jones. 

In his chapter on the principles of ophthalmic surgery, Carter 
allows the sarcastic bent of his mind full play. 

Referring to Beer’s statement that an ophthalmic surgeon must 
spoil a hatful of eyes before he cures one, he says:—‘‘if we regard 
Beer’s saying as even a gross exaggeration, repeated chiefly for its 
vivacity and force, we cannot thus explain away the familiar maxim 
of political economy that all learners spoil a portion of raw 
material.” 

He insists on the need for adequate training of the hands, and 
refers to ‘“‘a contrivance, with a name in shopkeepers’ Greek, which 
enables musicians to acquire strength and flexibility of finger 
without the production of sounds distressing to those in their 
vicinity,” and states his opinion that the vast majority of persons 
can train their hands to do ophthalmic operations. But ‘those 
cannot become ambidextrous who have been born ambisinistrous.”’ 

“The Hebrews, again, obviously as a result of the traditions by 
which their national life has been controlled, are conspicuously 
inferior to Gentile races in mechanical dexterity; and I have been 
told of a Jewish ophthalmologist, the subtlety of whose brain work 
is unsurpassed, that he ‘ operates from the shoulder.’ ”’ 

‘Many surgeons of great and deserved repute have invented each 
a single instrument, such as Beer’s knife or Tyrrell’s hook ; and 
some have invented more than one . . . But, as a rule the 
invention of many instruments by a surgeon may be accepted as a 
sufficient proof of his clumsiness; and when, without valid reason, 
any single operator has his peculiar scissors, his peculiar hook, and 
his peculiar forceps, and his peculiar scoop, all called by his name, 
it is more than probable that the gift of fingers has not been 
bestowed upon him. The safest man is he who never invented an 
instrument in his life, but whose daily practice affords evidence 
that he can use those which have been invented for him by others.” 
Fig. 46 in his book shows a left hand holding a pair of scissors. 
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In discussing contagious ophthalmia, Carter says that its worst 
effects are seen most commonly in pauper schools. Inmates of 
such schools are “‘ children who have nearly all been insufficiently, or 
at best irregularly fed, while under parental control. And many of 
them, as orphans, are the presumptive inheritors of some form of 
constitutional disease.” He notes that many, before admission to 
such schools, have enjoyed the liberty of street Arabs, and have 
been accustomed to the open air of the streets, which, “if not of 
the best, would at least be many degrees more wholesome than that 
of a crowded schoolroom.”” When brought into school, ‘‘it does not 
always happen that they receive a proper diet; because the scale 
on which they are fed is liable to be determined by the authorities 
who are unacquainted with the dietetic requirements. of growing 
children, and who do not seek advice from those who are capable 
of instructing them.” He next refers to the Lancet Report on the 
epidemic of ophthalmia at Anerley in 1872; gives details of the 
dietary which appears to have been of a monotonous nature. This 
diet, he says, ‘‘ will not sustain health.” He next deals with the 
sleeping accommodation and condemns it roundly, while he has 
some illuminating remarks on the clothing of the boys, which is 
commonly made of “ fustian or corduroy.” At Anerley the washing 
accommodation was insufficient, and “at one time a few jack-towels 
were common to a large number of children.” ‘I have obtained 
from a private source a copy of a report made to a Government 
Inspector by a late Medical Officer of the Hanwell Schools. Of 
1,062 children there, only 182 had escaped ophthalmia . . . In 
another part of the report I find it stated that out of 1,195 children 
347 had ‘ granular lids after ophthalmia,’ and I have no doubt that 
in all or in nearly all of these the sight would eventually be 
greatly impaired, and that in many cases it would be wholly lost.” 
. . « “The Local Government Board has therefore been premature 
in felicitating itself, in a recently published report, on the fact that 
out of a very large number of children who were affected at Anerley, 
in no one instance has the sight been anything like lost.” And he 
ends his description of ophthalmia neonatorum as follows :—“ I 
cannot too strongly express my conviction that no infant should 
ever lose its sight from this affection ; and that sight cannot be so 
lost under the observation of a competent medical man, except as a 
consequence of neglect or want of knowledge of a very flagrant 
character.” 

In speaking of sloughing corneal ulcer he emphasizes the value of 
an iridectomy in such cases and tells the following story :— 

“Some years ago, when I was residing at Stroud, I had a crucial 
instance of the value of iridectomy in such a condition. A poor old 
man, whose name and face were alike unknown to me, came from 
one of the neighbouring villages with precisely the history given 
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above. I placed him on a couch in my consulting room, and 
performed an iridectomy without assistance, and hence without an 
anaesthetic. He was so much shaken by the operation that I told 
him to sit down in an adjoining room, in order that he might 
recover himself before receiving final directions. I was called away 
for a short time to another case, and when I returned the patient 
was gone. He had not understood that I had anything more to say 
to him, and went away as soon as he had rested and felt better. I 
did not know where he came from, and could not identify him for 
some weeks afterwards, when I found his eye had recovered so 
quickly that he had not thought it worth while to pay me a second 
visit. The ulcer was firmly healed . . . and the gap left by the 
iridectomy afforded useful vision.” 

To us of the present day it will seem queer that Carter, in 
. speaking of persistent pupillary membrane, comments on its rarity, 
“insomuch that I have only seen two examples of it.” 

In the chapter on the use and selection of spectacles he refers to 
his famous case which was recorded in the Transactions of the 
Clinical Society, 1874-5. A young man, reading for honours at 
Oxford, had been attacked by symptoms which the local doctor 
attributed to some brain affection, and he was therefore advised to 
give up work and leave the University. This advice was shortly 
afterwards confirmed by a London consultant, who prescribed 
complete rest and a voyage to Australia. The boy actually went to 
Australia and returned no better. Carter was then consulted and 
found myopia 1/8 in each eye, and that glasses had never been 
worn. He ordered glasses and cured the patient. 

This case is classical for after the publication of Carter’s paper 
men began to pay attention to eye strain and the need for refraction. 

In 1877 Carter gave a course of Hunterian lectures at the Royal 
College of Surgeons. They were entitled “ Defects of vision which 
are remediable by optical appliances.” These lectures were referred 
to, I believe in the British Medical Journal, as ‘‘ Carter’s defects; ” 
whereupon the old gentleman retorted with some rather acid 
remarks about Ernest Hart’s weakly. Carter also wrote “ Eye- 
Sight—Good and Bad,” 1881, and, being much interested in 
education, he wrote a famous paper on the artificial production of 
stupidity in schools. To my regret I have not been able to read 
this paper. 

' He delivered the Lettsomian Lectures at the Medical Society, of 
which he was later President; these lectures were concerned with the 
present day methods of dealing with cataract and were published in 
book form. Among his other publications were translations of 
Zander, on the ophthalmoscope and Scheffler, on ocular defects. 
With Adams Frost he was the author of a very good students’ manual 
on “ Diseases of the Eye,” 1887. But, as if not satisfied with this 
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large literary output he contributed chapters to Quain’s Dictionary 
of Medicine and Holmes and Hulke’s System of Surgery. 

His work as ‘leader writer’ to the Times and the Lancet has 
already been noticed; he also wrote many letters to the Times, 
usually over the signature F.R.C.S. 

His last book, entitled ‘‘ Doctors and Their Work,” appeared in 
1903. It deals with many aspects of professional interest. He 
stresses the value of a knowledge of the English language, including 
grammar and composition, in both the preliminary and professional 
education of a medical student. He gives some amusing examples 
of malapropisms and tilts, in his best vein, against such words as 
‘‘amphiblestroiditis ” as a variant for retinitis. As he says, the 
originator of this word seems to have considered it as more sonorous 
than rete and to have overlooked the fact that au@i@hnorpov means 
specifically a casting-net. Another example of pseudo-classic taste 
is referred to as follows :—‘‘I once knew a country cabinet maker, 
who constructed wooden frames covered with needlework for the 
purpose of surrounding polished fenders and protecting them from 
feet. He consulted the local schoolmaster as to the name by which 
the contrivance should be known; the latter suggested ‘‘ antitribos- 
podothecidion ” which appears to mean an “ against friction of the 
ashes receptacle.” 

Carter has a good word to say for the old practice of apprentice- 
ship. He deals with such subjects as medical designations, the 
aims of medicine, the wishes of the patient, medical grievances, 
‘anti’s’ and quacks, professional eminence, specialism, speech and 
silence, etiquette, the insane, and medical women, and all his 
remarks are characterised by sound sense. A _ precis of his 
views on quacks is worth reprinting. “The amount of 
impunity enjoyed by quacks, and the extent of the prevalence of 
quackery, in any country must largely depend upon the provisions 
of the law; and, in considering these provisions as they exist in 
England, where they are at least likely to be in general harmony 
with public opinion, it is impossible not to be struck by the contrast 
they present to any which have reference to the discharge of clerical 
or legal functions. In medicine and surgery the quack not only 
has a free hand, but he is practically assisted and encouraged by 
the State. 

In relation to the Church and the Law he is in every case forbidden 
to take effective action ; and in many cases any attempt to do so 
would bring him under the operation of penal enactments. 

When the Medical Act of 1858 was introduced into the House of 
Commons, its principal sponsor, the Rt. Hon. W. Cowper, felt it 
necessary expressly to disclaim any endeavour to hinder or prevent 
illegal practice. He said that the projected Register would enable 
the public (if they were so disposed) to distinguish (not qualified 
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men from quacks), but qualified from unqualified practitioners, and 
that it was proposed that public appointments should generally 
speaking, be held only by the former; but that he ‘was disposed 
jealously to guard the right of private individuals to consult whom- 
soever they please, whether they happened to be learned or 
unlearned.’ In saying this he was no doubt appealing to the public 
opinion of the House, and he knew very well that any endeavour to 
prohibit unqualified practice would be unsuccessful. . . At the very 
time when this was occurring, and for many years previously, the 
practice of unqualified persons as solicitors was and had been 
strictly forbidden, with the complete approval both of public opinion 
and the Legislature. In other words the public were fully aware 
that the acts of sham lawyers, if permitted, would be attended with 
danger to the security of property ; but they were not aware, or did 
not realise in any effective manner, that the acts of sham doctors 
would be attended with danger to the security of life. They did 
not want the sham lawyers: they did want the sham doctors. 

The difference between the two cases is clearly brought out in 
two proverbs of approximately equal currency. One of them is that 
‘every man is either a fool or his own physician at forty’; the other 
is that ‘every man who is his own lawyer has a fool for his client.’ ”’ 

From 1887 to 1900 Carter was a member of the General Medical 
Council. 

I did not know Carter personally, but I often saw him at 
Hospital dinners in my early days. He was a popular man and a 
capital speaker. In an obituary notice in the St. George’s Hospital 
Gazette, his old colleague, Adams Frost, wrote as follows :— 

“As a clinical teacher I should hardly say that he was very 
successful. He was apt to take for granted a preliminary knowledge 
in his audience, which, notwithstanding an assumed appearance of 
wisdom, they seldom possessed. As an operater he was probably 
unsurpassed and his results both in hospital and private practice 
were excellent . . . He was a fluent speaker on public occasions or 
in lighter after-dinner speeches. He had a great memory for 
anecdotes which he told with much gusto. His self-control was 
remarkable; even when addressing an unsympathetic or hostile 
audience. I never saw him lose his temper under the most extreme 
provocation inflicted by an incompetent assistant, but the hidden 
fire would reveal itself by a caustic remark, which would be more 
appreciated by the rest of his hearers than by the individual to 
whom it was ostensibly addressed. He did not suffer fools gladly 
and his sarcastic remarks made him some enemies, and led to a 
false estimate of his character. To those who knew him well he 
was a genial companion, and as the writer can testify, a most 
sympathetic and helpful friend. He was always a vehement 
opponent of the system of homoeopathy, and the lengthy and 
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somewhat acrimonious correspondence between him and the late 
Lord Grimthorpe on this subject will be remembered. He ably ex- 
posed the hollowness of the theory and the futility of practice, and 
wrote with scorn of the dishonesty of those who practise orthodox 


‘‘A LITERARY OCULIST””’ 


methods or homoeopathy, not in accordance with their own 
convictions, but in obedience to their patients’ wishes.” 

«To the Hospital patients Carter was most courteous and kind. 
An amusing story used to be told by my senior colleague, Mr. 
Harold Grimsdale, of a deaf old lady who came to Frost’s out- 
patients after Carter’s retirement. The record of her previous visit 
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could not be found, and Frost, in his rather brusque manner, as was 
his custom, said ‘ Did you see me, Mam, at your last visit?’ The 
old lady replied, ‘ Oh, no sir, I saw a nice kind old gentleman.’ : 

Carter was twice married and had several children. He died, in 
his 91st year, on October 23, 1918, and was buried at. the West 
Norwood Cemetery. 

In the preparation of this paper I have consulted most of the 
works mentioned as well as the obituary notices published in the 
Times and the Lancet. 

I am also indebted to Dr. Burton Chance, of Philadelphia, who 
arranged with the Assistant Editor of the American Medical 
Association Press to lend the block which illustrated his paper on 
the history of the ophthalmoscope in the Archives of Ophthalmology, 
March, 1935. This shows Carter at I suppose the age of fifty years. 
The other illustration is reproduced from the Vanity Fair cartoon, 
published April 9, 1892. 
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First Aid Treatment for Eye Injuries 


Recently there has been some discussion about the training and 
the limitations of First Aid workers. It seems that much of the 
instruction is given by laymen who have learnt their manuals with 
conscientious care and impart such information faithfully to their 
classes. The books on First Aid are mainly limited to descriptions 
of the initial treatment of minor maladies and injuries. There is 
little or no provision for preparing first aid workers to deal with the 
severe multiple injuries inflicted by modern aerial bombardment. 
Also some of the advice in these books is out of date and has been 
reproduced in its archaic form through successive editions. The 
position in which a patient is placed on a stretcher according to the 
nature of his injury is often of vital importance and does not 
receive the attention it deserves. 

The removal of foreign bodies from the eye has long been 
considered a justifiable hunting ground by the first aid enthusiast. 
This is indeed proper in the case of foreign bodies loose in the 
conjunctival sac when such can be removed skilfully and with a 
reasonable measure of surgical cleanliness. There are, however, 
first aid operators whose desire for further therapeutic adventures 
leads them to extend their attentions to foreign bodies impacted in 
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the cornea for the removal of which they indulge individual fancy 
for such implements as a well-sucked camel-hair brush, or a disused 
toothpick or a bodkin to quote a few of the agents which are 
responsible for seriously infected corneal abrasions and pan- 
ophthalmitis. 

Instruction about the first aid care of eye injuries should stress 
the danger of attempting the removal of a corneal foreign body 
except by those well trained in aseptic methods, possessed of the 
necessary skill, and under good conditions of lighting. They should 
also be taught the importance of posture in perforating wounds of 
the eye in which vitreous loss is likely to occur; the first aid 
treatment of burns of the lid and eye, and how to apply a pad and 
bandage with the correct degree of pressure. Beyond this and the 
irrigation of the eye with a bland lotion and the instillation of a 
drop of ol. parolein they should not go. 
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(1) Shlossberg, F. R. and Prizer, M. Haverhill (Massachusetts). 
—Retinal changes with marked impairment of vision in 
measles. Amer. Jl. Ophthal., Vol. XXIII, p. 998, 1940. 

(1) Shlossberg and Prizer report a rare case of blindness 
associated with measles in a female child aged six years, in whom 
sight failed on the fourth day of the illness and was reduced to no 
perception of light in either eye on the fifth day. 

The optic discs were hyperaemic, the edges blurred, the retinal 
vessels engorged, the arteries small and threadlike. Small round 
retinal haemorrhages and pallor and oedema of the retina were 
followed by punctate retinal exudates on the 13th day. These 
exudates affected the macula and became confluent. 

There was ultimately some visual recovery to R.V. 4/200 and 
L.V. 5/200. A diagnosis of acute neuro-retinitis or neuro-choroido- 
retinitis was made. 

H. B. STALLARD. 


(2) Bamford, C. H. and Barber, H. (Derby).—Blindness following 
haematemesis. Lancet, Vol. II, p. 715, 1940. 

(2) Bamford and Barber describe the case of a male, aged 46 
years, who on May 26 and 29, 1940 had severe haematemesis. On 
May 31 he noticed gradual concentric contraction of the visual 
fields, and on June 4 was blind. The haemoglobin was reduced to 
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41 per cent. and the red cells to 2,340,000 per c.mm. There was 
marked oedema of the retina at the posterior pole. 

The authors comment that in other case reports the earliest 
subjective visual changes are diminution of central vision, paracentral 
scotomata and sector field defects. 

H. B. STALLARD. 


(3) Bakker, A. (Groningen).—Clinical and experimental investi- 
gations on ocular lesions produced by saponin. (Klinische 
und experimentelle Untersuchungen ueber Augenverletzun- 
gen durch Saponin). Ophthalmologica, Vol. XCIX, p. 356, 1940. 

(3) Bakker’s attention havirig been called by an industrial 

accident tothe toxic action of saponin on the eye, he undertook a series 
of experiments on rabbits. He found that saponin has a marked 
effect on the cornea owing to its entering into chemical union with 
the cell lipoids. On this basis he explored cholesterin as a 
counter-measure and found that provided 5 per cent. cholesterin 
ointment is introduced into the conjunctival sac soon after the 
affected eye has been cleaned, serious damage to the eye can be 
prevented. Cholesterin ointment should, therefore, be at hand in 
all factories in which saponin substances are dealt with. 


ARNOLD SORSBY. 


(4) Bouman, H. D. (Amsterdam).— Electrical excitability of the 
eye. A study in clinical physiology. Ophthalmologica, Vol. 
XCIX, p. 394, 1940. 

(4) Bouman in a brief review, points out that if electrodes are 
applied to the eyeball directly or through the eyelids, constant 
current passing through them results in three different effects. 
There are light flashes at the start and at the end of the passage of 
current, and there is a constant illumination during that passage. 
The colour of this illumination varies with the intensity of the 
stimulating current and differs with anodal or cathodal stimulation. 
The theoretical basis of the excitation by the constant current is 
complex and not well understood ; phenomena related to repetitive 
discharge in nerve probably play an important réle. 

From a clinical study on three patients, the author concludes that 
electrical excitation is due to stimulation of the optic nerve itself. 
The method can therefore be used for differential diagnosis in cases 
where severe loss of vision is due either to changes in the optic 
nerve or to changes in the retina. In lesions of the optic nerve the 
eye can no longer be excited, in lesions of the retina the excitability 
for constant current stimuli is normal but the time constant of 
electrical accommodation is that of a dark adapted eye even when 
the experiments are performed in broad daylight. 


ARNOLD SORSBY. 
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(5) Goede, M. (Miinchen).— X-Ray of the skull in ocular disease, 
especially in calcification of the internal carotid artery. 
(Rontgenaufnahmen des Schadels bei Augenerkrankungen 
insbesondere bei Verkalkung der A. carotis interna). Klin. 
Monatsbl. f. Augenheilk., Vol. CII, p. 651, 1939. 

(5) Goede found radiological evidence of calcification of the 
carotid artery in 43 out of 120 cases. He considers that the injury 
of the optic nerve does not occur by pressure but is due to a 
disturbance in circulation and nutrition. 

D. R. CAMPBELL. 


(6) Lyons, Champ. (Boston, Mass ).—The treatment of staphy- 
lococcal cavernous sinus thrombophlebitis with heparin and 
chemotherapy. Aun. of Surgery, January, 1941. 

(6) Lyons reports two cases of staphylococcal cavernous sinus 
thrombophlebitis which recovered on being treated with a combina- 
tion of heparin and chemotherapy. 

The first case was a female aged 31 years with a nasal furuncle. 
She had been treated with sulphanilamide at home for three days 
before entering hospital. Findings on entry are summarized in 
Table I and the clinical course in Chart 1. Briefly the treatment 
was as follows: 1st hospital day, heparin and sulphapyridine started ; 
4th hospital day, sulphathiozol substituted for sulphapyridine: 11th 
hospital day, pulmonary infarct ; 17th hospital day, heparin stopped 
after a total dosage of 225,000 units; 20th hospital day, sulpha- 
thiozol stopped; 34th hospital day, clinical signs of meningitis 
confirmed by lumbar puncture, sulphapyridine started; 49th hospital 
day, meningitis still present, sulphathiozol substituted for sulpha- 
pyridine ; 57th hospital day, afebrile and symptomatically improved ; 
77th hospital day, discharged, taking sulphathiozol. On discharge 
there was a partial IIird nerve palsy and a complete VIth nerve 
paralysis on the right side. Chemotherapy was continued for a total 
period of four months. At the time of reporting the only ‘“‘apparent 
residuals of the illness are a slight ptosis and high voltage fast 
brain waves in the electro-encephalogram.” 

The second case occurred in a male, aged 41 years, who also had 
a nasal furuncle. Sulphapyridine was started on admission; 4th 
hospital day, heparin begun; 5th hospital day, pulmonary infarct ; 
11th hospital day, sulphathiozol substituted for sulphapyridine ; 
19th hospital day, heparin stopped after total dosage of 580,000 units. 

In each case the pulmonary infarct healed uneventfully. Bacter- 
aemia persisted for eight and six days respectively, and ten days of 
treatment were necessary before clinical improvement was definitely 
reassuring as to final outcome. 

Both patients developed palpable thrombosis of the frontal veins. 
Intra-cranial infection persisted for many weeks after the external 
evidence of infection had subsided. This was controlled by chemo- 
therapy alone. 
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Cranial nerve palsies, demonstrable at the height of the disease, 
cleared up very well during convalescence. 

Sulphapyridine is known to diffuse into the spinal fluid more 
effectively than sulphathiozol. ‘‘ Apparent recovery and omission 
of chemotherapy in the first case was followed by the development 
of chronic staphylococcal meningitis which did not respond to 
sulphapyridine but did respond to sulphathiozol. Full sulphathiozol 
dosage sufficient to maintain a blood level of 5 mg. per cent. was 
needed to control this meningitis . . . Sulphathiozol in adequate 
dosage appears to be the drug for choice in this type of infection. 
. . . » The combination of chemotherapy and heparin in these two 
cases has given better results than has been observed with chemo- 
therapy alone.” 

Photos showing Case 1 on admission and nine weeks later, and 
Case 2 on admission and four weeks later are included. 

Twenty thousand units of heparin were added to 1,500 c.c. of 
isotonic saline or glucose solution and administered by constant 
intravenous drip a rate sufficient to maintain the clotting time of 
the blood at about 90 minutes as determined by the five tube 


method. 
R. R. J. 


(7) Friedenwald, Jonas S. (Baltimore).—Perspectives in glau- 
coma research. Arch. of Ophthal., July, 1940. 

(7) In this article Friedenwald gives an excellent summary of 
recent work on glaucoma of which a considerable amount has been 
carried out by him and his co-workers. The first important observ- 
ation on the formation of the aqueous was made by Wessely, who 
was able to show, with fluorescein, that the concentration of the 
dye in the aqueous was equal to that in the diffusible fraction of 
the blood. This laid the foundation for work by others who 
showed that the composition of the aqueous resembled that of the 
non-protein fraction of the blood plasma. That thermodynamic 
forces are not the sole means of production of the aqueous has, 
however, been shown in recent research work. Thus Duke-Elder 
and his co-workers have shown that after proper precautions, not 
only the chloride but also the sodium ions and the total crystalloids 
of the aqueous are present in an amount 2-4 per cent. greater than 
would be expected on physico-chemical grounds. One explanation 
for this discrepancy is that water may be lost through the cornea, 
another that oxygen and carbon dioxide may penetrate the cornea 
with sufficient velocity to affect appreciably the partial pressure of 
the gases in the aqueous. Even if the chloride discrepancy can be 
explained, however, there remain far bigger discrepancies with 
regard to other substances, Ascorbic acid for example, has been 
found in the aqueous in a concentration at least ten times as high 
as in the blood, although these concentrations rise and fall together, 
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showing that the ascorbic acid in the aqueous is derived from that 
of the blood. Another substance, hyaluronic acid is present in the 
aqueous in appreciable concentration although not demonstrable at 
all in the blood. 

There is thus evidence of a secretory activity in the formation of 
the aqueous, though this does not necessarily affect the watery 
fraction. The intervention of some other factor in aqueous forma- 
tion is further shown by Robertson’s observation that there was no 
rise in intra-ocular pressure during nephrotic oedema when the 
protein osmotic pressure of the blood was extremely low, nor was 
there any fall when recovery ensued and the protein osmotic 
pressure of the blood rose again. Similar phenomena occur in 
cardiac decompensation, when increased venous blood pressure 
develops without any corresponding rise in intra-ocular pressure 
though the cerebro-spinal fluid pressure may go up to 500 mm. of 
water. The stability of the intra-ocular pressure under these 
varying circumstances indicates the existence of regulating mechan- 
isms. One of these is the iris, another, Schlemm’s canal. With 
regard to the iris, its endothelium has been shown to be actively 
phagocytic towards colloids, both foreign and native, and these 
substances can therefore be regarded as being “secreted” out of 
the anterior chamber ; towards water, the iris probably acts as an 
inert semi-permeable membrane. With regard to Schlemm’s canal, 
recent work by Scholz and the author shows that blood cells and 
plasma can be present in it in the undisturbed eye and that if they 
are present in increased amount, as after the instillation of ammonia 
or in the presence of congestion of the anterior ocular vessels, 
hypotension is produced, presumably by osmotic attraction of fluid 
from the aqueous. On the production side, work by the author and 
by Stiehler has shown that the ciliary processes are secretory organs 
of considerable complexity, and that at any rate in the guinea-pig, 
they require adrenalin or some similar substance for their activation, 
so that in this animal at least, the ciliary processes fall into the line 
of other adrenergic organisms. This observation forms rather a 
pretty contrast with the mechanism for drainage of the aqueous 
whose efficiency is increased by dilatation of the anterior vessels of 
the eye, presumably a response to a cholinergic mechanism. It 
may also help to explain the occurrence of glaucoma after exposure 
to cold, or in times of mental stress and anxiety. 

F, A. W-N. 


(8) Irvine, Rodman (Los Angeles).—Sympathetic ophthalmia. 
Arch. of Ophthal., July, 1940. 

(8) Irvine, in this article, reviews the histories of 63 cases of 

sympathetic ophthalmitis recorded at the Massachusetts Eye and 

Ear Infirmary between the years 1922 and 1935. Contrary to the 




















MISCELLANEOUS 345 


opinion held in some quarters, sympathetic ophthalmitis is by no 
means a very rare disease since the figures show that it occurs in 1 
per cent. of cases where there has been traumatic perforation of the 
globe. Of these, in 37 per cent. of the proved cases and in 31 per 
cent. of unproved cases, the disease followed operative procedures. 
There was no record of sympathetic ophthalmitis occurring without 
there having been operative or traumatic perforation of the globe 
prior to its onset. As showing the difficulty in excluding perforation 
of the globe in cases thought to have arisen without previous injury, 
a case of Anderson’s is quoted in which it required serial sections 
before a small needle sized puncture could be revealed. Pyogenic 
infection in the exciting eye does not necessarily protect the fellow 
eye from developing sympathetic disease, since there were two 
instances of this occurring in the proved and two in the unproved 
cases. In all proved cases, there was incarceration of uveal or lens 
tissue in the wound, except for one in which the wound was not 
described. The majority of the post-operative cases followed 
cataract extraction, but it is noteworthy that in the glaucoma series 
of eight, no fewer than four had had the operation done for 
haemorrhagic glaucoma, a point in favour of enucleating such eyes 
if the fellow one has serviceable vision. In the cases under review, 
the average incubation period was eight weeks, in three it was as 
short as three weeks. In six cases, symptoms developed after 
enucleation of the injured eye, the interval ranging from 7 to 28 
days. From these observations, the author concludes that enuclea- 
tion must be done within two weeks of the injury if sympathetic 
ophthalmitis is to be prevented. After analysing the clinical records 
of the cases under review, the author suggests that the course of 
sympathetic ophthalmitis runs somewhat as follows :—specific 
infiltration in the region of the wound in the exciting eye, resulting 
in plastic inflammation, subsequent transference of the disease to 
the posterior segment of the sympathising eye, as shown by the 
early appearance of keratic precipitates, almost simultaneous 
involvement of the anterior segment of the exciting eye (iris 
adhesion, aqueous flare), followed by posterior involvement. This 
course of events may have some diagnostic value, since uveitis 
occurring in one eye subsequent to trauma in the fellow eye is 
unlikely by a 10 to 1 chance to be sympathetic disease if keratic 
precipitates do not appear first in the uninjured eye. The author’s 
conclusion with regard to enucleation of the exciting eye is that it 
cannot be said to lessen the severity of the disease or to shorten its 
course ; he therefore recommends retention of this eye, if potentially 
useful. For treatment, he advises in addition to local measures, 
the injection of diphtheria antitoxin by Verhoeff’s method. The 
percentage of cases retaining useful vision is about 50. 
F. A. W-N. 
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Neuro-Ophthalmology. By R. Linpsay REA, B.Sc., M.D., M.CH., 
F.R.C.S. Second edition. Pp. 688, with 22 Plates in Colour and 
196 Illustrations. London: W. Heinemann. 1941. Price 50/-. 

The structure of the first edition has not been broken up and the 
second edition contains an appendix of 110 pages incorporating 
additions to the subject matter of the first. This appendix includes 
many illustrations, three of which are in colour. This arrangement 
is an unhappy one for several reasons. Information which in the 
light of recent work is now known to be incorrect, remains in the 
text of the first edition, an obvious example of which is the account 
of the morbid histology of amaurotic family idiocy where the 
characteristic greyish white colour around the macula is wrongly 
attributed to coagulation necrosis and neuroglial proliferation and 
no mention is made about lipoid infiltration of the ganglion cells. 
Another reason is that neither the old nor the new account of the 
particular disorder described is alone complete, and it is also a 
disturbing break in the continuity of reading to have to refer 
repeatedly to another part of the book. It would have been more 
convenient to the reader if the author had re-written certain 
sections of the work. 

In describing retinitis pigmentosa the presence of an _ initial 
annular scotoma passes unmentioned. Cervico-ganglionectomy is 
not condemned strongly as useless. Royle’s work is quoted in this 
connection, but if the literature be looked into carefully it will be 
realized how vague and inadequate are the case reports which con- 
tain unreliable facts about the visual fields and visual acuity in 
these cases. 

The tabular classification of optic atrophy based on a list of 
lesions occurring at various levels from the retina and optic disc to 
the optic tracts is unsatisfactory. The author condemns the term 
optic neuritis for papilloedema and then uses it several times. 

There is a good deal of repetition in the book ; it contains some 
irrevelant matter and some of the pathological descriptions are loose 
and inaccurate. 

The scope of this book is wider than neuro-ophthalmology for it 
includes descriptions on a number of other medical disorders 
associated with ocular lesions. It is the product of much industry 
and bibliographical research and contains accounts of the author’s 
own experiences in dealing with neuro-ophthalmological problems at 
special hospitals for nervous diseases. The illustrations are well 
selected and admirable, so also is the production of this work. 

It supplies a need both for the neurologist in appreciating 
ophthalmic problems in relation to diseases of the nervous system, 
and for the ophthalmologist in realizing the significance of the 
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contacts which certain ocular disorders make with neurology. It is 
recommended to specialists in both these fields and will also be of 
interest to physicians and neuro-surgeons. 

There is an extensive bibliography. 


The Extra-Ocular Muscles. By LuTHER C. PETER, A.M., M.D., 
Sc.D., LL.D. Third edition. Pp. 368, 147 Engravings, 5 Coloured 
Plates. London: Henry Kimpton. 1941. Price 21/-. 

This monograph is concerned with normal and abnormal ocular 
motility. Heterophoria, concomitant squint, paralytic squint, 
conjugate palsies and nystagmus are discussed as separate entities 
of disturbed motility. The author stresses the importance of early 
treatment in concomitant squint and states that the best results are 
obtained before the sixth year and preferably before the age of four. 

A chapter on orthoptic training gives the basic principles of this 
treatment and provides essential information so that the eye surgeon 
may guide the orthoptic technician. 

The author has thought it desirable to introduce a chapter on 
nystagmus and in this he has had the collaboration of Dr. Gaskin, 
Professor of Neurology in the Graduate School of Medicine, 
Pennsylvania. The information set out will be of interest to 
ophthalmologists, neurologists, and otologists. 

In the chapter on operative surgery, methods of suturing are 
discussed in detail and the author’s recession suture technique is 
fully described. He condemns free tenotomy as an obsolete and 
unsatisfactory operation liable to serious complications but then 
proceeds to describe it. Some notes on operations for ptosis are 
given and in these an operation for “‘ shortening the superior rectus”’ 
is described, intending this for partial resection of the levator 
palpebrae superioris. 

There are several proof corrections necessary for subsequent 
editions. Many of the illustrations, particularly the anatomical 
ones, are somewhat antique. 

This book is an admirable contribution to ophthalmology, and is 
of value to post-graduate students and practitioners in ophthalmo- 
logy. It is well produced. 
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To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY. 


DEAR SIRS,—The two articles in your Journal on heterophoria 
are a tribute to the author’s industry and no doubt constitute a 
brilliant piece of research, but I venture to suggest that their prac- 
tical value to practising ophthalmologists is totally inadequate to 
justify the amount of the Journal’s space that they occupy. I am 
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not surprised to learn that the usual tests are wrong in theory and 
practice, as that is the usual outcome of new knowledge, but—they 
work! I find that I can still afford relief to my heterophoric patients 
after testing the balance with a Maddox rod and hand frame. 

This letter is merely a plea for more clinical articles and less of 
these interminable, statistical monographs which I venture to say 
are passed over by most of us as being written to the research 
worker only. 


Yours faithfully, 
A, E. P. PARKER. 


4, THE AVENUE, 
LINTHORPE, 
MIDDLESBROUGH. 
May 19, 1941. 








NOTES 





Miss IDA MANN has been appointed Margaret 
ar Ogilvie Reader in Ophthalmology at the Uni- 
versity of Oxford from October 1, 1941. 


* * * * 


National Society for THE Twenty-Sixth Annual Report of the 
the Prevention of Society has reached us. It bears the title 
Blindness, Inc. Eyes Right!” and is enriched with a frontis- 
piece showing the late Dr. Park Lewis. Among subjects emphasised 
are the increase in eye hazards with the speed-up of industrial 
production, a subject of paramount importance at the present time, 
not only in Britain but also in America; the Society’s glaucoma 
exhibit at the convention of the American Medical Association ; the 
evaluation of vision-testing procedures; the heavy toll continuing to 
be exacted by fire-works accidents; the enormous amount of pre- 
ventable blindness due to venereal diseases; the advantage of 
including the subject of the conservation of sight in the education 
of nurses, together with a summary of the Society’s finances. 


We have also received the supplement to the Sight-Saving 
Review, Vol. X, No. 4, December, 1940, entitled “‘The Heritage 
left by Dr. Park Lewis.” This is a brochure dealing with Dr. Park 
Lewis as an ophthalmologist, an internationalist, a founder of the 
lay movement for prevention of blindness, and as a friend of 
humanity. Each of these tributes is by an old friend of Dr. Park 
Lewis and the whole forms a very pleasant in memoriam of one of 
the great figures of American and, indeed, of international ophthal- 
mology. 











